Millions of people use complementary and alternative medicine (CAM) therapies. Such therapies are used across a wide spectrum of health conditions, but the use is particularly notable during pregnancy. Despite the widespread use, little is known about the perceptions of patients and clinicians in deciding about use of varied therapies. This study describes pregnant women and obstetrical provider (nurse midwives) perceptions in decision-making for use of CAM therapies during pregnancy. Pregnant women and nurse midwives were interviewed in focus groups with transcribed data analyzed using content analysis. Four themes emerged from the session with pregnant women and 3 from the nurse midwives. Data underscore the need to dialogue with all pregnant women about CAM use, and to mainstream CAM in education programs. Given the paucity of evidence for safety and efficacy during pregnancy for most CAM therapies, decision-making strategies to fill those knowledge gaps are urgently needed.
INTRODUCTION
Complementary and alternative medicine (CAM) is involved in 65 to 80% of the world's health care practices (WHO, 2008) . These estimates of use were also noted in developed countries where rates of use have steadily increased (Pan et al., 2012) . In the U.S. alone, as many as 72 million use at least one CAM therapy each year with an estimated 425 million alternative provider visits annually at a projected cost of $27 billion (Barnes et al., 2007; Institute of Medicine, 2005) . Such therapies are used across a wide spectrum of health conditions with notable use by women (Upchurch et al., 2007) and in pregnancy (Adams et al., 2009; Gibson et al., 2001; Hepner et al., 2002; Refuerzo et al., 2005; Tsui et al., 2001) , commonly to reduce pregnancy-related problems (e.g., nausea) or promote cervical ripening and the onset of labor (Hastings-Tolsma and Terada, 2009) .
Many obstetrical providers recommend use of CAM therapies during pregnancy and birth (Hastings-Tolsma and Terada, 2009; Furlow et al., 2008) and there have been efforts to move use of CAM therapies into mainstream professional education in recognition of its *Corresponding author. E-mail: marie.hastings-tolsma@ucdenver.edu. Tel: 1-303-724-8543. Fax: 1-303-724-8560.
common use and potential value as a treatment modality (Pan et al., 2012) .Despite widespread use by patients and frequent recommendation by obstetrical providers, little is known about how pregnant women and providers feel about CAM use during pregnancy and birth, nor how they make the decision for or against use. Data which informs how patients and providers communicate their perceptions about CAM use, factors considered in decision making for use, and how differing values are considered in making a decision are needed (Ventegodt et al., 2011) . Where CAM is used, patient and provider must evaluate how useful the intervention was for the intended purpose.
Though popular, little is known about the critical decisions faced by pregnant women and clinicians in deciding to use CAM therapies where little information about effectiveness and potential adverse effects often exists. Even less is known about how uncertainties between patients and clinicians are reconciled. Increased knowledge about patient and provider perceptions of CAM use has the potential to contribute to the development of decision analytic models that synthesize the available evidence for consideration of the use of health interventions and for providing a framework to establish the value of further research (Claxton, 1999) . At a time when health care resources are stretched perilously thin, characterizing the perceptions about the value of CAM interventions during pregnancy and birth is vitally important in the determination of whether additional evidence is needed before recommending use in clinical practice (Claxton, 1999) .
Translating evidence-based knowledge into health care practice requires consideration of individual patient and provider preferences for various outcomes. It is difficult to help patients make informed health care decisions unless factors that influence CAM use are clarified and examined in concert with factors that facilitate or hinder provider prescribing of CAM therapies. To our knowledge, this dual qualitative approach to determining provider and patient perceptions of CAM use during pregnancy has not been reported heretofore. The overall goal for eliciting these perceptions was to inform the development of a decision model for use of CAM therapies. While decision-making for CAM use by patients with chronic conditions has been explored (Caspi et al., 2004) , decision-making models which consider patient and provider factors, particularly in diverse populations are urgently needed. This research has the potential to add a unique dimension to the literature that may be particularly important in developing an accurate decision making model and in guiding directions for further research.
Study purpose
The purpose of this study was to elicit information about how pregnant women and nurse midwives make decisions regarding the use of CAM therapies during pregnancy and birth. Information obtained from this exploratory study is being used to inform the development of a decision model for use of CAM therapies.
METHODOLOGY

Research design
A qualitative descriptive design was implemented in which focus groups were used to elicit data from nurse midwives and pregnant women. Focus group methodology was suited to this particular study because it allowed for relatively rapid assessment of the experiences with CAM during pregnancy by the target groups. Focus groups are useful in understanding how people think and learn about health behaviors, including herbal and other CAM therapies (Blanchard et al., 1999; Vincent et al., 2006) . The method is useful in understanding issues regarding healthcare uses and in indentifying barriers to use (Halcomb et al., 2007) . In this study, focus groups aided in eliciting information about decision making to use or not use CAM during pregnancy.
Development of moderator's guide
Two members of the study team (MHT and DV) developed the moderator's guide based on their previous research, clinical experience, and review of the literature. The principal investigator (MHT) provided expert clinical knowledge of herbal use in pregnancy. MHT has more than 10 years of experience in using herbal therapies during pregnancy and labor and delivery. Expertise in focus group methodology and moderation of the focus groups was provided by the co-investigator (DV), who has used focus groups in several studies. Content validity of the moderator's guide was established by a literature review of herbal and other CAM use in pregnancy and by consensus of the research team and a consumer advisory board.
Questions focused on what therapies were used by pregnant women and which CAM therapies were recommended by nurse midwives and their comfort level in discussing such therapies with pregnant women.
Sample
This purposive sample composed of two separate groups: nurse midwives and pregnant women. Nurse midwives (n=4) were selfidentified as a certified nurse midwife, 18 to 65 years of age, English-speaking, a minimum of 3 years obstetrical experience and currently in clinical practice. Pregnant respondents (n=3) had a lowrisk singleton pregnancy with no contraindication to vaginal birth, were 18 to 45 years of age, English-speaking and able to read and write in English. Women representing a range of ethnic backgrounds were sought.
Respondents were recruited through email announcement to providers inviting interested individuals to contact the investigators for additional information. Providers were also asked to forward the names of any interested pregnant patients. A description of the study was included in the email sent to providers for distribution to potentially interested pregnant women.
Protection of human subjects
The study was approved by the University of Colorado Multiple Institutional Review Board prior to enrollment of participants (protocol #12-1433) . Nurse midwives and pregnant women were provided a small monetary incentive for their time and expertise which was given at the conclusion of the focus group sessions.
Data collection procedures
Two meeting sites were selected for convenience of all respondents and dates and times were determined based on respondent schedules. Each focus group lasted approximately 90 min and both sessions were audio recorded. The same facilitator (DV) conducted both focus groups, which were held in a private conference room and conducted in English. A second investigator (MHT) sat in on the entire focus group sessions, taking field notes throughout. Field notes allowed for comparing the mood of each session, body language of respondents, and preliminary identification of themes. This observing investigator also operated the tape recorder and helped with focus group logistics.
Each focus group began with an explanation of the purpose of the meeting. A written consent form, including permission to audiotape, was read aloud by the moderator and reviewed and signed by each respondent.
Ground rules were explained by the moderator in each session. These included: there are no right or wrong answers, everyone's opinion is important, no one has to speak but everyone who wants to should have a chance; respondents were also asked to refrain from sharing conversations, stories, or identities of other group members with anyone outside of the group. Demographic data were collected using a brief questionnaire. Pregnant respondents were asked a variety of questions including estimated due date, current and past use of CAM therapies, and the type of obstetrical provider seen for prenatal care. Provider respondents were asked similar questions including educational background, and nature of their clinical practice experiences. Table 1 details the questions which guided the focus group sessions.
Data analysis
After each focus group session, a transcriptionist made a verbatim transcript of the audiotaped data. Both members of the research team read and approved drafts of the transcripts. Data analysis preceded using qualitative content analysis. Research team members read the transcripts looking for symbolic domains of meaning, and within domains, relational patterns and themes. The researchers inductively developed codes and met to discuss code definitions and the application of codes to all focus group transcripts. Next, code families were developed to cluster similar codes and address the research questions. The research team discussed and researched consensus on the refinement of categories and themes.
RESULTS
Respondent characteristics
Size of the focus groups varied from 3 to 4 members, with the provider group being larger. Pregnant respondents ranged in age from 21 to 40 years, most were married, either Hispanic or White, and had education levels beyond high school. All pregnant respondents were seeing nurse midwives for their for their obstetrical care and were greater than 20 weeks gestation. Nurse midwives who participated in the study were all female and the majority was married, White, and Christian. The majority was employed part-time in a public facility and all had over 20 years of clinical obstetrical experience. All nurse midwifery respondents provided prenatal and postnatal clinical care; some provided intrapartum services. Table 2 details the demographic characteristics of respondents.
CAM therapy use
Pregnant women
All pregnant respondents reported using several CAM therapies both before and during the current pregnancy (Table 3 ). Use covered a wide range of therapies from all five CAM categories as defined by the National Center for Complementary and Alternative Medicine (2012) . These categories included natural products (herbs, vitamins, minerals), mind-body medicine (yoga, meditation, acupuncture), manipulative and body-based practices (massage), and other CAM practices (homeopathy). Of note is that some respondents admitted to being unaware of exactly what they were using but believed it likely to be efficacious, because it was recommended for use by a respected source and because it was a CAM therapy. One pregnant woman noted: She also reported not knowing exactly what the herbs were that she used, just that "they are used to sustain a pregnancy in the first trimester." Two pregnant respondents talked about ginger or limes or oranges for nausea and another pregnant respondent used "…oatmeal to shower because of itch".
Nurse midwifery providers
Nurse midwives reported using a number of CAM therapies, though most were natural products (herbs, vitamins, minerals) and other whole medicine CAM therapies such as homeopathy (cohosh). In addition, a number of CAM therapies were identified as being asked about by patients. Nurse midwifery providers expressed ambivalence about recommending use of these therapies citing unknown safety and/or efficacy. What would you say are the top priorities in deciding for use of CAM therapies during pregnancy and birth?
What were your biggest safety concerns for the CAM method(s) used by your patients? Do you think providers should routinely ask patients if they are using CAM therapies? If/When a patient asks for information about CAM use -or state that they are using a particular method, how do you typically respond? What factors are influential in your decision to recommend for or against the CAM therapy a patient was considering to use? What information do you feel is needed to make a decision for or against use of CAM therapies during pregnancy? Where do you go for information about a CAM method that a patient may ask about using during pregnancy and/or birth? Were CAM therapies included in your clinical training? Have you had any personal experience using CAM therapies, particularly in pregnancy and/or birth and how influential has that been in discussing use of CAM with your patients?
Broad themes and patterns
Pregnant respondents
Four broad themes emerged following discussion with pregnant women. These themes included seeking information from respected sources, belief that a given method will work, seeking support, avoiding those believed to be in opposition to personal beliefs, and a desire for natural processes and non-interference in pregnancy and birth.
Pregnant respondents sought information about CAM therapies from a wide variety of sources, but the importance of obtaining information from a trusted source was clear. Respondents mentioned receiving information from their midwife, co-workers, doula, massage therapist, herbalist, books and online sources, and family members with experience in using the particular method. Pregnant respondents emphasized that some midwives and obstetricians were of no help in providing information nor did they create an environment open to the discussion of use. One woman said "My midwife's practice has not been helpful at all, but I did a lot of my own research on the Internet and talked to my acupuncturist". Another emphasized this same point commenting, "there is not even conversation about alternative ways; you have to find it somewhere else". Another respondent stated that her midwife recommended certain books on CAM therapy use in pregnancy, but did not recommend specific therapies.
Pharmacists were not mentioned as a source that these women would seek out for information and obstetrical physicians were dismissed by the women as sources of information on CAM therapies. One pregnant respondent said "I do not routinely ask them (physicians) but I would not be afraid to ask them." Interestingly, patients mentioned use of the Internet but were unclear on how to evaluate the credibility of information on a given site. One respondent stated that she would trust a site "if it was mentioned in a book or magazine as a good source of information."
Pregnant respondents also seemed to recognize that there was wide variability in knowledge about use of different CAM therapies. As an example, one pregnant woman noted that an herbalist was available through a local health food store but that "she is sometimes lacking information about use during pregnancy." Finally, respondents stated that they had to be responsible for researching how a particular CAM method might work and the safety during pregnancy, but acknowledged that was not always done. One pregnant respondent noted that she used a particular therapy, though she was "very Pregnant respondents believed that CAM therapies are natural and should be embraced during pregnancy. Most of the women had used at least one CAM method prior to the pregnancy A related and important aspect was that some of the women felt that obstetrical providers "do not see pregnancy as a normal process, they treat us as patients and not as partners and this pregnancy is a completely natural process." Failure to discuss CAM therapies with patients was seen as a failure to support the personal beliefs of the patient.
Personal beliefs were also seen as an important factor in the decision to use a given CAM therapy in the face of little information about safety and effectiveness during pregnancy. Patients recognized the paucity of information and given such sparse information had to base the decision on personal beliefs. One patient stated that she wanted to try different herbal teas during the pregnancy but when going to varied web sites "they tell us that we should not use it during pregnancy, but they do not explain what we can do. I think there is a gap there, there is not enough information given to women and we need to be educated, how else can we make these decisions?" Seeking support from a provider was noted to be of importance in the decision to use a given CAM method. References were made to the importance of the provider listening, wanting to help, and providing psychological support. One respondent remarked "I was very nervous at the beginning, I was very stressed and uncertain -a lot of those things. They [CAM providers] were there for me, and I have never experienced that in a medical office, unfortunately." Respondents also emphasized that traditional obstetrical providers are not experts in CAM therapies and that they do not give holistic care which was considered synonymous with care by a CAM provider. Further, lack of discussion about use of CAM therapies was seen as an affirmation that only Western medicine approaches were useful and that other remedies were not even considered. One pregnant woman noted, "The practice I go to; I think they practice very Western medicine. There is not even conversation about alternative ways; you have to find it somewhere else". Where obstetrical providers were believed to be in opposition to personal beliefs about CAM use, respondents either sought care from another provider who was consistent with their beliefs or did not volunteer that they were using a given CAM therapy.
Desire for natural processes and noninterference in pregnancy and birth reflected respondent belief in the need to take personal responsibility for health, promote self-health, and prevent health problems from developing. Doing so engendered the need to educate themselves about CAM methods so that a responsible decision could be made. Use of CAM methods were largely viewed as one means of taking responsibility for health that was not available from traditional, Western medicine health care providers who were viewed as lacking knowledge and too busy to have time to discuss.
All respondents expressed frustration and concern for how difficult it was to get information from the obstetrical provider, because providers were perceived as being too busy to spend time with the patient. One pregnant respondent noted, "Our visits in the office are more for fun. 'Hey how are you doing today? Any complaints? No? Gotta get back to work.'" This woman added "I would believe that they would take time for you if they had the ability. I just do not know if that is just something that is fostered by having twenty patients in an hour." This woman's concern was echoed by another pregnant respondent who stated:
I expressed the same concern with one of the midwives and she said 'I have 34 patients, I do not have time.' I feel like there is not even time to talk about the normal birth process, they could have provided us with a list of resources, ideas, and books. That is not difficult to do, it does not take time. I feel that if I did not stumble up on a bunch of resources in the library or talked to the right people I would have never gotten to where I should be. I think the problem is, in part, a system [issue].
In addition to too little time to discuss CAM use, respondents believed that there was disinterest on the part of obstetrical providers regarding whether or not they were using CAM therapies. All respondents however, stated they would admit to use of CAM methods if asked.
All respondents felt that CAM methods, in general, promote health, are "natural" and require the responsible individual to actively seek information about use. In addition, a prevalent theme was the desire to support natural processes and to avoid interference with that process. One pregnant respondent noted:
When I was having heartburn or I could not eat, it was suggested that I just take some zantac, that it will make it better and I was like no, I think I would just rather not eat. I just do not want to put anything in my body, and that is not just me in pregnancy, that is me normally.
Nurse midwife providers
Discussion with obstetrical providers who were all nurse midwives, found three broad themes that were important in decision-making for use of CAM therapies during pregnancy and birth. These themes were lack of knowledge, 'first do no harm,' and cultural distance, highlighting and hiding.
The first theme that was noted was a lack of knowledge. Much of the expressed sentiment by respondents centered on the frustration of no authoritative source(s) for information about the safety, efficacy, and dosing of a given CAM method.
My biggest thing is I want to know if there are known adverse effects. That is why I get a fat book and would look it up if they ask me. I want to be able to say this has been shown to cause problems and advise against. Other than that all I can say is there is no evidence, I do not know, I cannot recommend.
Another respondent echoed this sentiment adding, "Or you say, people have been doing this for centuries but I cannot tell you good or bad." Another noted, "It [use of CAM] is a risk-benefit; it is not black and white."
Additionally, existing data were often conflicted making it difficult to provide a sound recommendation to patients. Nurse midwifery respondents made several comments related to this paucity of CAM information and discomfort in recommending use without stronger evidence. One midwife said: Information related to use of CAM therapies during pregnancy was of particular concern. One nurse midwife commented, "Most of the natural products and the ones that I have looked up before have information but nothing related to pregnancy."
The need for sound evidence of safety and efficacy for varied CAM therapies was clearly articulated, as well as the need for regulation of products and methods. A respondent commented that the same information is needed about CAM methods "as are available in the prescription drug reference materials-safety, category, dosage". Another respondent noted:
"One, we need the studies, but two we need oversight on the growing and preparation of different herbs and other CAM methods as well as what is the best delivery system."
Greater regulation of CAM products was seen as making the decision easier to recommend for or against use by pregnant women. Such regulation was seen as being most effectively accomplished by a separate government board outside the current regulatory bodies. Regulation, such as that of the German Commission E, was thought to have the potential to offer useful information to both patients and providers.
While there was a clear desire for greater governmental regulation as a means of ensuring product safety and quality, there was some feeling that natural food stores "have quality products" though that was believed to vary widely by store and resources.
…I prefer to send them [pregnant women] to the place that I send them to because I know that at least they have a reputation for quality control in the products that they put out. [They sell] various herbs, but their labels the stuff that they get, they get from companies that have quality control standards.
In the face of absent, little or conflicted information about varied CAM methods, study respondents sometimes sought out the opinion of physician colleagues. One nurse midwife noted, "I was talking to a couple of our physicians about herbs and what they tell patients. Their approach is 'We do not have studies therefore we cannot recommend it. If you want to do your research and you feel like it is safe, go ahead, but I am not recommending it." In general, however, respondents felt that physicians do not know any more [about CAM methods] than they do." Further, respondents felt that pharmacists were not helpful in obtaining knowledge about CAM therapies.
With little empirical evidence, nurse midwifery respondents felt more comfortable recommending use of some CAM therapies if they were available through mainstream sources. For example, herbs that could be obtained at the grocery store (e.g., ginger) were viewed as more likely to be safe than where the product had to be purchased through a specialty store, such as Actea racemosa (black cohosh). One respondent commented, "Essentially we are comfortable recommending things that are foods, even though it is not necessarily any safer. It feels more comfortable to recommend things that are on the grocery shelf."
Nurse midwife respondents also acknowledged the inability to evaluate what information was available about CAM methods and having had little educational preparation about use of CAM therapies. This gap in training created uncertainty of knowledge which nurse midwives attempted to fill through continuing education programs and a search of available resources. One respondent noted "I did not have CAM education in my training program, but I have been taking a few continuing education courses, because it seems like I am lacking something but I am not sure they are helping."
Empirical materials about CAM therapies if, they did exist, were noted to be of greater reliability but were often found to be inaccessible or hard to access, compounding the frustration and anxiety for recommending for or against use of a method. One nurse midwife expressed this difficulty in accessing materials when she stated, "there is a natural comprehensive database that is really good, but it is expensive and I have not joined it. But I would trust that site, if I were inclined to pay for it. It has stuff that I would use." Another respondent also agreed with difficulty accessing information.
I used to try Google or WebMD. I tried to call pharm but nobody answers. I tried UptoDate, Lexicon sometimes, and that natural medicine database if I can get into that. I can get into the other two from Epic but not natural medicines. I could not get anything over here.
A second theme was captured with the oft-used phrase, first, do no harm. Nurse midwifery participants expressed worry about recommending or endorsing many available CAM therapies. Concern over potential patient harm was coupled with a fear of litigation should a given method have harmful effects following nurse midwifery recommendation. The concern over potential litigation, the lack of information about safety, and the perception of widespread use of CAM therapies fostered a desire to put blinders on about use. One nurse midwife remarked: When queried about what factors actually influence the decision to recommend for or against use of a given CAM method, respondents were cautious and favored avoiding use of any CAM method or traditional medications. One nurse midwife remarked:
I do not think there is
I basically do not recommend and discourage people from using any kinds of herbs or medicines in pregnancy, prescription, over the counter, whatever. That would be my recommendation; do not put anything in the body that might have an effect on the baby.
Experience was also a factor in the decision to use a CAM method. Where a given method had been used by the provider herself without adverse outcome, the respondent was more likely to feel comfortable endorsing use by pregnant women. Even if the CAM therapy did not have the desired outcome, respondents were comfortable recommending use if the method was viewed as having done no harm. One nurse midwife remarked "I brought my daughter to a chiropractor for headaches and it did not do any good, I think it did negative. Recommend chiropractors to pregnant women with back pain." And another nurse midwife followed up stating, "So you can try it and if it works great, if it does not you have lost anything."
The third theme that was noted was cultural distance, highlighting and hiding which reflected the cultural and family context for use, patient control in the decision to use CAM, the need for information, trust relationship between patient and provider, and provider as knowledgeable and supportive.
Respondents recognized culture and family as an important context in the decision to consider use of CAM therapies for both the pregnant woman and for the nurse midwife. One nurse midwife remarked:
I think as care providers we have our own cultural influences also. Our recommendation comes from a comfort level, mine does anyway. Where does that comfort level come from? Who is using it? Other people are using it… experience with it. I would like to think it is all evidence based but…
Recommending use of CAM was considered in the context of the patient's cultural background. For example, one respondent was comfortable recommending use of select herbs where there was a clear cultural and family tradition. She noted, "I am comfortable saying sure, [use it], particularly with my Hispanic patients, I will tell them take the "manzanilla" (chamomile tea), because they know that, they drink that all the time, it is part of their [culture] ."
Nurse midwives believed that the pregnant woman's family and friends were an important influence in patient's making the decision to use CAM therapies and was a factor considered by the nurse midwife in recommending use. It was noted that "women really listen to their family and friends more than their providers" when it comes to CAM use. A corollary to cultural and family influences for use was belief in the placebo effect noting that "the psychological belief that it is going to work is probably a bigger player than the physiologic response to it."
Nurse midwives believed that patients should be routinely asked about CAM use in pregnancy, but admitted that they do not regularly do so. One respondent noted that she did not ask about use every time a pregnant woman was seen but did do so at the initial intake and history. At other health care visits respondents noted that discussion about CAM use was pretty hit-and-miss with one respondent stating that CAM use may "sometimes come up and sometimes it will not." Finally, a more disturbing realization was that many pregnant women were not forthcoming about use of varied CAM methods which respondents interpreted as a lack of trust in the nurse midwife. If the patient disclosed that they were using a CAM method, respondents tried to ask for details about what was actually being used and how it was used. Efforts were then made to provide neutral support for use, telling the patient "something general [like] 'it looks okay but use it with caution'," as well as provide information about a range of options for treatment. Where the nurse midwife was unable to access scientific evidence about the therapy's safety and effectiveness, referral was made to someone viewed to be more knowledgeable about CAM.
[ There was a general belief by respondents that pregnant women who desired use of CAM methods were more likely to seek care from a nurse midwife with the mistaken impression that nurse midwives were knowledgeable and supportive of the use of CAM therapies. One nurse midwife commented:
In the private clinic they [pregnant women] Table 4 summarizes the codes and themes across both respondent groups.
DISCUSSION
This study was limited by the lack of a variety of obstetrical providers, though efforts were made to recruit obstetricians and family practice physicians. The focus groups were also limited in size and would likely have benefited from pregnant women and providers with greater diversity. The small sample size may have resulted in a failure to discover important factors in the decision to use CAM by pregnant women and nurse midwives. Focus groups are typically composed of 5 to 10 participants, but small groups of four or five afford more opportunity for discussion by individual group members, though can result in a smaller number of total ideas (Krueger and Casey, 2009 ).
There were several key findings which were useful in examining how both pregnant women and nurse midwifery providers make the decision to use CAM therapies. First, and not surprising, a wide variety of methods were used by pregnant women who viewed use as safe, effective, more natural and likely better for the pregnancy despite a paucity of information. Similar findings have been found on examination of CAM use during pregnancy (Guittier et al., 2012) . Use during pregnancy was reported as an extension of past CAM behavior.
Second, both pregnant women and nurse midwives expressed a clear need for additional knowledge related to the safety and efficacy of CAM therapies. Frustration in accessing trustworthy information was evident for both groups. Where empirical data was sparse or absent, other sources of information were sought such as Internet websites and books, and advice from natural health food stores. These findings are worrisome as neither the Internet or health food store sources have been found to be solid sources of reliable information. A recent study examined websites providing lists of prescription medications reported to be safe during pregnancy; inconsistent and inaccurate information about those drugs was found (Peters et al., 2013) . With even less empirical data related to CAM therapies it is likely that Internet information is largely inaccurate as well. Given how commonly pregnant women and obstetrical providers appear to use the Internet for CAM information, rigorous examination of existing information is needed. Examination of advice from natural health food stores and pharmacies about use of CAM products during and friends" more than their providers" when it comes to pregnancy has been found to be incorrect and potentially hazardous, suggesting the need for regulatory reform of CAM products and those who sell them (Jefferies et al. 2012) . Pregnant respondents also reported confusion, regarding reliability of the information they found and expressed uncertainty in how to determine the accuracy of information they did locate. In a similar vein, nurse midwifery respondents admitted to lacking skills to confidently evaluate the available evidence. This finding has been noted in other research (Hastings-Tolsma and Terada, 2009; Hirschkorn and Bourgeault, 2007) . Providers should know how to access and evaluate information to allow for accurate counseling of patients (Low Dog, 2009) . Given the large numbers of pregnant women who purportedly use such products and the potential for adverse outcome, consideration should be given to development of a widely accessible compendium of information that specifically addresses maternal-fetal risks and benefits with CAM use.
It is also important to note that nurse midwives in this study perceived that information about CAM in nurse midwifery educational programs was lacking and attempted to compensate for limited knowledge by attending continuing education programs and other selfstudy. Consistent with findings from other research (Wiebelitz et al., 2009) , respondents questioned the value of self-study as a useful means for learning about CAM. Failure to mainstream CAM information into provider educational programs has been previously noted (Hastings-Tolsma and Terada, 2009; Low Dog, 2009) with suggestion that all midwives receive basic CAM education (Hall et al., 2013) . It is unknown to what extent nurse midwifery educational programs include CAM information and survey of midwifery educational programs would be valuable addition to the literature.
Creative solutions are needed to mainstream knowledge about CAM at a time when large numbers of pregnant women, among others, are using such therapies.
In the face of frustration and gaps in knowledge, providers were cautiously neutral in recommending use and admitted readily referring pregnant women to other more knowledgeable CAM providers, consistent with other research where a large percentage of nurse midwives surveyed report referrals (Hastings-Tolsma and Terada, 2009; Adams et al., 2011) . Such referrals may underscore a fundamental belief in CAM as more natural and an effort to promote normal pregnancy and birth. Given this propensity, it would be useful to consider interprofessional education of nurse midwives and other qualified CAM practitioners as has been suggested by .
Third, and contrary to previous research (Adams et al., 2009; Westfall, 2003) , pregnant respondents did not view obstetrical providers as a source of information about CAM therapies. In fact, pregnant respondents felt that providers were seen as a reflection ofdisregard for the normal physiologic processes of pregnancy and birth. It has been suggested that pregnant women turn to CAM use because of a desire to achieve normal birth (Mitchell, 2013) , and because of coventional medicines disregard for a holistic approach and the need for more personal control (Low Dog, 2009 ).These perceptions by pregnant women interested in CAM use has been reported elsewhere Hall et al., 2011) .
The fact that pregnant respondents did not see their obstetrical provider as a source of information about CAM use may reflect differences in the role of midwives across the globe or, more likely, reflect the medically-oriented practice environment of the obstetrical providers the pregnant women saw for care. In addition, provider concern for adverse outcome and potential litigation were influential in the decision to recommend use. While expressing a desire to support the use of more natural CAM therapies, safety concerns limited recommendation for use. Establishing a midwifery model of care as practice standard for pregnancy and birth instead of the dominant illness oriented medical model, would likely address these concerns for both nurse midwives and pregnant women.
The fourth finding is related to open communication and dialogue between pregnant women and obstetrical providers. Short clinical appointment times were raised as a major factor in limited provider-patient dialogue. While nurse midwives indicated asking pregnant women about use of CAM methods at the initial intake visit, inquiry beyond that was infrequent if at all. This finding contradicts other literature where the majority of nurse midwives reported regularly asking patient about CAM use (Hastings-Tolsma and Terada, 2009) . It was also disconcerting that nurse midwives believed pregnant women were not always forthcoming in disclosing use of CAM, though prior study found that more than 75% of pregnant CAM users did not tell their obstetrical provider (Holst et al., 2009) . Similarly, approximately one-third of pregnant women who consult CAM therapists do not inform their obstetrical provider (Eisenberg et al., 2001) . Reluctance for disclosure has been found to be particularly true for minority populations (Chao et al., 2008) where CAM use is believed to be substantial (Brown et al., 2007; Lee et al., 2010; Mehta et al., 2007) . Given the potential for fetal harm, providers need to develop a practice environment that encourages open dialogue with pregnant women and ready disclosure about CAM use (Hall et al., 2011) . All pregnant women should be routinely queried about use of CAM (Hall et al., 2012 (Hall et al., , 2011 Holst et al., 2009 ) and patient desire for CAM use considered as part of deliberations in clinical decision-making within varied systems (Hall et al., 2012) .
Conclusions
In summary, pregnant women in this study tended to view CAM therapies as safe and natural, even herbs which were not seen as "medicine." While nurse midwives wanted to support use, a lack of empirical data and concern for potential litigation made respondents reticent to give more than tacit approval for use. Both pregnant women and nurse midwives attempted to locate credible CAM information as a guide for use but had difficulty accessing authoritative sources and in determining the reliability of materials that were available. Cultural beliefs, personal experience and recommendation from trusted sources such as family and friends were of greatest weight in making the decision for CAM use.
Numerous studies suggest substantial CAM use during pregnancy across the globe (Hastings-Tolsma and Terada, 2009; Guittier et al., 2012; Holst et al., 2009 Holst et al., , 2011 Eisenberg et al., 2001) . Given the paucity of clinical evidence for the safety and efficacy during pregnancy of most CAM therapies (Holst et al., 2011) , innovative strategies are needed in the development of decision-making methods that can fill the knowledge gap regarding effectiveness of such methods. Such strategies should include how pregnant women and obstetrical providers reconcile differences in the decision to use CAM therapies during the crucial developmental period of pregnancy.
